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Development of the Lacrimal Canal in 
Normal and Abnormal Conditions. 

PROFESSOR J. VAN DER HOEVE, of 
Leiden, Holland, (by invitation) showed 
with lantern slides how the lacrimal ducts 
develop, according to the researches of 
Jouves, Matys, Contunni, Moneri, 
Schaeffer, Fleischer, and especially Ask. 
In the early period of fetal life, an island 
of epithelium is separated from the up
per nasal part of the depth of the naso-
lacrimal groove. From this island 
sprouts develop, which grow up and 
down as solid cords—the nasolacr imal 
ducts and the lacrimal canals, which 
acquire a lumen a t a much later t ime. 
In acqui r ing a lumen somet imes a par t 
of the duct remains solid, and especially 
this may be the case wi th the naso
lacrimal duct a t the en t rance in the 
nose, caus ing congeni ta l a t res ia wi th 
subsequent dacryocystitis in newborn. 
Nature itself usually cures the condition 
spontaneously, but it must be treated by 
pressing on the lacrimal sac about every 
half hour ; if, in the lapse of two weeks, 
the obstruction is not relieved a small 
probe must be passed. If the obstruction 
remains, it may give rise to an incurable 
and disagreeable dacryocystitis. 

The lacrimal ducts grow out to the 
lids, and reach the free margin when the 
fetus is thirty-five mm. in length. The 
superior canal is the shorter, and inserts 
in the nasal angle. To reach the lacrimal 
lake it has to push away the anlage of 
the Meibomian glands, so that those 
glands in the upper lid, especially in its 
nasal part, are much closer to each other 
than in any other portion of the eyelid. 
They may overlap one another, as van 
der Hoeve showed in lantern slides of 
reconstruction by Ask. The lower duct 
in reaching the free margin of the eyelid 

cuts away part of the lid, with Mei
bomian and other glands, and the car
uncle lowers itself and takes a position 
opposite to the lid, in the semilunar fold. 
T h e caruncle is thus formed by the 
lower lacrimal duc t—wi thou t the duct 
the caruncle cannot develop. 

Th i s idea of Ask accounts , according 
to van der Hoeve, for a congenital 
aberra t ion which he perceived in three 
pa t ien ts . All had a nasal ankyloble-
pharon. T h e dis tance from the outer 
can thus was normal , bu t the inner 
can thus was 10 m m . larger than in 
normal persons of the same age, so 
tha t the eyelids were 5 mm. smaller 
than they should have been. T h e su
perior lacrimal point was present at 
its normal place, close to the abnor
mal internal c a n t h u s ; the inferior lac
rimal point, on the contrary, was just 
as far from the abnormal in te rna l can-
thus as it ought to be from the normal , 
about 5 mm., consequent ly it did not 
dip in the lacrimal lake and t h e pa
t ients suffered from lacrimation. T h i s 
condit ion can be explained by a con
genital development . The anlage of 
the inferior lacrimal canal was too 
large, consequent ly a too big caruncle 
was separated from the lid, and this 
caused an irr i tat ion which made the 
lids grow together (ankyloblepharon). 

The re are au thors , as Kr ischewiky, 
Halben , Kuol , Kramer , and Depene, 
who believe that the epithelium of the 
free lid margin takes an active par t in 
the formation of the canals, in tha t the 
entire canal, or at least a part , develops 
from the lid epi thel ium. One of the 
reasons which they give is the fact tha t 
in cases of coloboma palpebrae, some
times of the inferior lid, the lacrimal 
point is found at the temporal side of 
the coloboma, and they reason that 
such would be impossible if the canals 
develop from the nasal side of the 
coloboma—they could not have crossed 
the coloboma. This seems to van der 
Hoeve to be poor reasoning, because 
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the canal can grow around the gap, as 
is shown in one of those cases where 
fluid, instilled in the inferior punctum, 
reached the nose, so that as the canal 
developed, it had grown around the 
coloboma. Van der Hoeve mentioned 
a patient, with an open oblique facial 
cleft from the interior eye angle to the 
mouth, which latter cut all the soft 
tissues to the bone, so that it was im
possible for the canal to grow around 
it, and still the inferior lacrimal point 
was at the temporal side. Pressure on 
the sac produced mucopus in the nose 
and in the cleft. Irrigation in the su
perior lacrimal point gave fluid in the 
nose and in the cleft, in the inferior 
point only in the cleft, so that it 
seemed that a normal lacrimal appa
ratus was present in which only the in
ferior canal was cut thru by the cleft, 
which was proved by examination with 
the Roentgen rays. 

Van der Hoeve referred the subject 
to Ask, and he made slides from a 
fetus of 35.5 mm. long, which he got 
from Bowman's laboratory, and he was 
so lucky as to get cuts which proved 
that the canals reach the free margins 
of the lids without the epithelium of 
the lid being active in any way. To 
explain the condition in the child it 
was possible that: (1) The "anlage" 
of the lacrimal apparatus is double at 
both sides of the nasolacrimal groove, 
and grows together when the groove 
closes; if it remains open both parts 
develop independently. (2) The influ
ence which prevents the cleft from 
closing causes a part of the anlage to 
come to the other side. (3) The tem
poral part has really grown down from 
the lid epithelium or up from the cleft 
epithelium. All these suppositions 
were impossible, because the caruncle 
would have been where the inferior 
canal was, at the temporal side, where
as it was in its usual place at the nasal 
angle. This fact could only be ex
plained by a normal development of 
the lacrimal ducts and a cutting thru 
of the inferior canal by a secondary 
cleft. Therefore, van der Iloeve ven
tured the hypothesis that in this case 
the ducts had developed in the normal 

way, and that afterwards a secondary 
cleft had developed caused by amnion 
bands, which had vanished entirely. 
We know that van Duyse and others 
explain many of the secondary open 
facial clefts by the action of amnion 
bands. 

But, if this is right, then we must 
have a great many possibilities accord
ing to the time and place where the 
cleft develops. Ask and van der Hoeve 
built up a scheme of these possibilities, 
and divided them in four parts : 

(1) Cleft is temporal to the anlage 
of the lacrimal punctum, so does not 
interfere with the apparatus or only 
cuts thru the lacrimal duct. 

(2) Cleft is thru the anlage; if this 
happens before the sprouts are grown 
out, (about the sixth week of fetal 
life) we will find no lacrimal duct, 
caruncle, or sac; if the cleft develops 
later we find ducts and caruncle, but no 
sac. 

(3) Cleft interferes with the lacrim
al canals, either with the upper, the 
lower, or both. If this occurs early, 
before about the sixth week, when the 
duct has not as yet passed the danger
ous spot, we find no lacrimal punctum; 
if it concerns the lower duct no car
uncle cither; when it occurs later the 
duct has passed the dangerous place, 
and we find a normal canal and punc
tum, but cut thru by the cleft. The 
inferior canal can end in the cleft or 
in the inner angle, nasal to the cleft, 
so that no space is left for a caruncle. 
Had the inferior canal already passed 
the dangerous place, it may end so close 
to the cleft that no caruncle is present, 
or so far that a caruncle is formed. 
The caruncle is formed when the canal 
reaches the free margin, about the 
tenth week of fetal life, then the car
uncle goes to the interior angle and 
reaches its normal place about the fifth 
to the seventh month. If the cleft de
velops after the sixth week, and be
fore the fifth to the seventh month, 
the caruncle cannot reach its place and 
remains either at the temporal side of 
the cleft or is cut thru in two pieces, 
one nasal and one temporal to the cleft, 
or is destroyed totally by the cleft. If 
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the cleft develops after the fifth to the 
seventh month, the caruncle is in its 
place, and the cleft only cuts thru the 
inferior canal as in the child, which 
was the beginning of these reflections. 

(4) The cleft is temporal of the 
canals, and either docs not touch at all 
the lacrimal apparatus or cuts thru the 
nasolacrimal duct. We can increase 
the amount of these possibilities ad 
libitum by making combinations of dif
ferent disturbances of canals and naso
lacrimal ducts. Ask has found a fetus 
with open horizontal facial cleft at the 
right side, thru which the amnion ran. 
It was caught in the mouth and went 
up over the left side of the facies and 
cut in this an oblique cleft, separating 
the eye and the eyelids in two parts, 
so that macroscopically the inferior 
lacrimal punctum and the caruncle 
"were at the temporal side of the cleft. 
Microscopically he found that a small 
part of the caruncle was at the nasal 
side of the cleft, the caruncle was cut 
in two pieces by the amnion bands. 
This demonstrated van der Hoeve's 
hypothesis. The latter found in the 
anatomic museum in Amsterdam, 
under Director Professor Bolk, three 
feti. First specimen, placenta con
nected to the head, nose cut thru by 
the amnion bands, lacrimal ducts 
normal (Scheme part I ) . Second 
specimen, normal inferior ducts and 
caruncle, superior canal ending at the 
left side in the cleft, at the right side 
in cicatricial tissue, which destroyed 
the upper lid (Scheme part I I I ) . 
Third specimen, a fetus with no lacri
mal ducts on one side (Scheme part 
I I ) . At the other side a normal super
ior lacrimal canal, no inferior lacrimal 
point and no caruncle (Scheme part 
I I I ) . 

The important conclusions of Prof. 
van der Hoeve's paper were: 

(1) Ask's investigations of the de
velopment of the lacrimal caruncle ex
plain some congenital aberrations. 

(2) Most often facial clefts are of 
secondary nature, and caused by am
nion bands. 

(3) It is possible to point out by ap
preciating the conditions of the lacri

mal canals, the nasolacrimal ducts and 
the caruncle, the time in which the 
amnion bands have exercised such an 
influence that they formed impassible 
barriers for the lacrimal ducts or the 
caruncle. 

Discussion.—DR. J. PARSONS SCHAEF-
FER said that he thought Professor van 
der Hoeve had given a suggestive, if 
not acceptable, basis for a small group 
of anomalies that have hitherto puz
zled investigators in this field. 

In a paper read before this Section 
in March last on "The Modern Con
ception of the Nasolacrimal Passage
ways in Man," Dr. Schaeffer con
sidered the normal development of the 
channels from a solid cord of epithelial 
cells which early begins to grow (32-
day embryo) from the epithelium lin
ing the depth of the obliterated naso-
optic furrow, becomes detached and 
sinks into the underlying mesenchyme. 
Under normal conditions this solid 
cord of epithelial cells surrounded by 
mesenchyme, sprouts at both the ocu
lar and nasal ends, the ocular sprout 
giving rise to the upper and lower 
lacrimal ducts, while the nasal sprout 
establishes connections with the mu-
cosa of the inferior nasal meatus. A 
lumen is variously established in the 
solid mother cord and its secondary 
outsprouts, ultimately resulting in 
patulous channels from the free bord
ers of the eyelids to the inferior nasal 
meatus. The last part to become pa
tent is the point of connection of the 
nasolacrimal duct with the inferior 
nasal meatus—the lacrimonasal mem
brane disappearing about term. 

At the same time he discussed the 
various rudiment potentials and the 
possibilities of abnormal development 
and the development of anatomic 
types: At times multiple secondary 
sprouts are encountered. These read
ily account for supernumerary lacrimal 
ducts to one or both eyelids. Wide 
points of contact with the free bord
ers of the eyelids can readily result in 
multiple lacrimal puncta, or if the wide 
point of contact becomes entirely 
canalized, the slitlike punctum results. 
The marked variations in the anatomy 



214 COLLEGE OF PHYSICIANS OP PHILADELPHIA 

of the aperture of the nasolacrimal 
duct in the inferior nasal meatus is ac
counted for by the fact that the point 
and 'type of contact of the embryonic 
solid nasolacrimal cord with the mu
cous membrane of the inferior nasal 
meatus is inconstant. At times the 
point of contact is at the highest part 
of the inferior nasal meatus, giving 
rise to the wide and permanently open 
mouthed ostium, unguarded by a 
mucosal flap. Again, the point of con
tact is extensive along the lateral wall 
of the inferior nasal meatus, this re
sulting in multiple apertures or a 
single slitlike aperture guarded by a mu
cosal flap (valve of Hasner), etc., etc. 

The solid nasolacrimal cord instead of 
presenting an even contour not infre
quently has protruding from it short, 
solid sprouts (the usual ocular and 
nasal sprouts mentioned before). He 
believed that these secondary sprouts 
or buds are in many instances potential 
rudiments of nasolacrimal duct diver-
ticula which are encountered in the 
adult. Indeed some grow to become 
additional lacrimal ducts. Very many 
are early resorbed. Lumen formation 
of the solid epithelial cords occurs 
very irregularly, accounting for mucos
al flaps and ledges within the naso
lacrimal duct later. Atresias here and 
there of the duct may be the result of 
retention of an embryonic condition; 
always recalling that the nasolacrimal 
passageways are at one time solid 
epithelial cords. 

It is, therefore, clearly obvious that 
the genesis of certain variations or 
anomalous states is to be found in rudi
ment potentials. Other variations, 
like absent nasolacrimal ducts for one 
or both eyelids, in whole or in part, 
result from an arrested development. 
The causes here may be intrinsic or 
extrinsic, probably the latter. They 
are not clearly defined in this connec
tion. Moreover, rare variants doubt
less are the result of phylogenetic re
tention of a more primitive anatomy. 

Despite the foregoing there are a few 
anomalous states in the anatomy of 
the nasolacrimal passageways en
countered that appear to have no basis 

in rudiment potentials, in arrested de
velopment or in comparative anat
omy. For examples, one now and then 
encounters a divided lacrimal duct for 
one or both eyelids, the lacrimal sac 
may be detached from the main naso
lacrimal duct, the nasolacrimal duct 
proper may be found as two discon
tinuous segments, etc. It appears cer
tain that the division of a lacrimal 
duct, or of the nasolacrimal duct 
proper, occurs secondarily, that is after 
the definitive connections are fully 
formed. In his former communica
tion he spoke of the possibility of 
amniotic bands severing previously 
formed and continuous nasolacrimal 
passageways into secondarily discon
tinuous segments. Owing to the want 
of suitable material to substantiate his 
belief, he was unwilling at that time 
to hazard further discussion of them. 

The researches of Ask on the de-
■ velopment of the lacrimal caruncle are 
generally accepted as correct. Profes
sor van der Hoeve and his coworker 
Ask have ingenuously used the de
velopmental stages of the lacrimal car
uncle in offering an interpretation of 
the obscure anomalies in question. The 
inferior lacrimal duct, for example, 
wholly grows from the mother cord of 
epithelial cells. When division of the 
duct in question into two discontinu
ous parts is found, some writers use it 
as an argument that the distal part of 
the lacrimal duct grows as an epithe
lial sprout from the free border of the 
eyelid, and the proximal segment from 
the nasolacrimal duct proper. 

It seems reasonably certain from the 
work of Ask and van der Hoeve that 
if a fissure is the cause of a division 
of the lacrimal duct into two parts, the 
fissures or furrow must be a second
ary one. The nasooptic furrow is ob
literated before this time; indeed is in 
a very rudimentary state at the ap
pearance of the very beginning of the 
nasolacrimal passageways (32-day em
bryo). The explanation for the fis
sure may be found in amniotic bands, 
and what before was mere conjecture 
and speculation now appears to have 
received strong support. Professors 
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van der Hoeve and Ask not only pre
sent a theory, but to-night one of them 
has shown illustrations from actual 
tissues and patients in confirmation 
thereof. As to the question of time 
raised by Professor van der Hoeve, Dr. 
Schaeffer's belief was that division of 
the ducts occurs early. Unfortunate
ly, most of the specimens shown this 
evening were from monsters. This 
would indicate, according to the 
studies of Mall and Stockard, early 
faulty environment of the embryo. 
Mall also shows that the vast majority 
of human monsters are aborted before 
the sixth week. This may account for 
the relative infrequency in the new
born and child of the anomalous naso-
lacrimal ducts discussed tonight. It 
has been shown that pathologic em
bryos that survive the eighth week 
very frequently continue thru the 
normal period of pregnancy, and will 
be monsters at birth. Fortunately, 
Nature early gets rid of the majority 
of such undesirables. While additional 
studies should be made, Professor van 
der Hoeve's is the first plausible ex
planation for a certain and infrequent 
type of anatomic defect or variation 
that was unaccounted for hitherto. 
Senile Changes of the Optic Nerve. 

DR. ERNST FUCHS, of Vienna, 
First of all I beg to thank the Oph-
thalmological Section of the College of 
Physicians for the honor done me by 
the invitation to read a paper before 
you. The subject of the paper is the 
senile changes of the optic nerve, 
especially in so far as they are capable 
of damaging the vision. One meets 
now and then with cases of reduced 
vision in old people, either without any 
ophthalmoscopic changes, which could 
account for it, or maybe with a slight 
pallor of the optic disc. If this could 
not be attributed to some manifest 
cause, I used to describe it as senile 
atrophy and considered it as a benign 
form, insamuch as it never resulted in 
complete blindness. 

In order to know what senile 
changes may occur in the optic nerve, 
I removed during the last few years 
in the postmortem room from the 

bodies of persons over 70 years old the 
eyeballs together with the optic nerves, 
the chiasm and the optic tracts, and ex
amined them in serial sections. The 
senile changes found in these cases 
were of these classes. 

1. Amyloid Bodies. They are very 
often confounded with the arenaceous 
bodies. The arenaceous bodies origi
nate from the endothelial cells lining 
the arachnoid sheath of the optic nerve, 
and are therefore found in the inter-
vaginal space. They exhibit a lamin
ated structure and are many times 
larger than the amyloid bodies. The 
latter are of a homogeneous structure, 
and owe their name to their staining 
with certain stains in the same way 
that starch does. There is a pretty 
general consensus of opinion, that they 
develop exclusively from neuroglia, so 
that they are found only where the 
supporting tissue is formed by neurog
lia, i. e., in the central nervous system. 
There we meet them without excep
tion in all old persons altho in a vary
ing degree of frequency. The optic 
nerve being an advanced part of the 
brain, they must be expected to be 
present also in it. Now one never 
finds them in that part of the optic 
nerve which remains with the excised 
eye and which is mostly the only por
tion of the optic nerve examined. 
Obersteiner, however, has shown that 
they are quite frequent in the intra-
cranial portion of the nerve. There I 
found them sometimes in great num
bers—in one case more than 1500 in 
each cross section of the nerve, being 
equally numerous also in the chiasm 
and in the optic tract. But at the en
trance of the optic nerve into the optic 
canal their number decreases very sud
denly, and in the orbital division but a 
few may be found, and then only in the 
posterior part of it. If they are as 
numerous as in this case, their entire 
number in the optic nerve, chiasm and 
optic tract together may be estimated 
as several millions. Now the diameter 
of these bodies is so great that it oc
cupies the space of 8-13 fibers of the 
optic nerve, which are pushed aside by 
the bodies. If they are so abundant in 
the above case, each fiber must be dis-
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placed several times by the bodies it 
meets on its way and may so become 
damaged. 

2. Sclerosis of the vessels. This was 
present in a varying degree in all 
cases examined and was very ad
vanced in some of them. The internal 
carotid artery, and, branching from it, 
the ophthalmic artery are seated at the 
inferior side of the intracranial por
tion of the optic nerve. These vessels 
are often dilated and their walls thick
ened or even calcined. Then they ex
ert a pressure upon the lower side of 
the optic nerve, which, however, is pre
vented from giving way by the pres
sure of a very tough fold of the dura 
mater, which extends from the upper 
circumference of the posterior orifice 
of the optic canal backward so as to 
form a sort of prolongation of the 
canal, so preventing any upward dis
placement of the nerve. Therefore the 
pressure of the ophthalmic artery ef
fects a flattening on the lower side of 
the nerve or even a depression, which 
in some cases becomes so deep as to 
divide the nerve into two separate 
parts, the nerve bundles between 
them becoming completely destroyed. 
This determines a loss of the nasal half 
of the field of vision, and if the lesion 
is bilateral, a binasal hemianopsia, 
which therefore, if it occurs in old peo
ple, is indicative of a damage done to 
the optic nerves by a sclerosed oph
thalmic artery. 

3. Atrophic foci. They can be recog
nized as such already in an early stage 
in sections stained by Weigert's 
method, in which the focus stands out 
by its lighter color because of the dis
appearance of the medullary sheaths. 
hater on, the axis cylinders also perish, 
the entire nerve bundles become 
smaller and smaller, and in proportion 
the septa between them thickens, so 
that in advanced cases they may coal
esce. If as usually happens, the focus 
is located at the periphery, the nerve 
flattens out at the site of the atrophy. 
I have found such foci of atrophy in 
nearly all nerves examined, often two 
to four in one nerve. Most of the foci 
occur in the division of the nerve, 

which lies in the optic canal, or near 
its anterior or posterior orifice. The 
size of the foci varies; some may be so 
large as to occupy nearly one-third of 
the thickness of the nerve and may at
tain a length of 5 to 10 mm. The atro
phy is always most advanced at a defi
nite point, from which it extends up
ward and downward, the ascending 
atrophy being always 3 to 4 times 
longer than the descending. As to the 
cause of the atrophy, it could not be 
the disease from which the persons 
had died, as these diseases varied 
greatly in character in my cases. There 
was only one morbid change common 
to all cases, namely the arterioscler
osis, which therefore I take to be the 
cause of the foci of atrophy. Behind 
the entrance of the central artery, the 
nerve is supplied with blood by small 
arteries, which penetrate from the pial 
sheath into the nerve together with 
the connective tissue septa. These ar
teries are terminal vessels, so that if 
they are obstructed by sclerosis, the 
blood supply becomes insufficient. 
Then the delicate nerve fibers perish, 
whereas the more resistant connective 
tissue of the septa survives. 

As the atrophy attacks as a rule the 
peripheric bundles, it ought to mani
fest itself by a peripheral contraction 
of the field of vision. This, however, 
may easily remain unnoticed by the 
patients, especially if their vision is al
ready impaired by other changes due 
to old age. 

Discussion.—DR. EDWARD JACKSON, of 
Denver, said: In expressing high ap
preciation of the address Professor 
Fuchs has made to us this evening, I 
can safely claim to speak for every 
one who heard him. Heretofore when 
an elderly patient showed deteriorat
ing vision, without any recognizable 
cause for the visual impairment, we 
have called it "senile amblyopia," and 
rested quite satisfied with the diag
nosis. The discovery of the corpora 
arenacea in the intracranial portion 
of the senile optic nerve, gives a 
new definiteness to our conception of 
senile failure of vision, and the start
ing point for additional researches as 
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to the et iology and possibly the pre
vention of such changes . 

Such resul ts of pa ins tak ing research 
car ry the lesson which we Amer ican 
ophtha lmologis t s mos t need to l ea rn ; 
tha t careful s tudies in pathologic his
tology still need t o be m a d e wi th ref
erence to m a n y condi t ions ; and prom
ise resul ts t ha t will revise and advance 
our concept ions of disease, and b r ing 
about practical modifications in p rog
nosis and t r ea tmen t . 

CHARLES R. H E E D , M.D. 
Clerk. 

R O Y A L S O C I E T Y O F M E D I C I N E , 
L O N D O N . 

S E C T I O N O F O P H T H A L 
MOLOGY. 

Fr iday , December 9, 1921. 
Pres ident , D R . J A M E S TAYLOR, C.B.E. 

Hyalin Bodies in Disc, with Night 
Blindness. 

M R . MALCOLM H E P B U R N showed a 
pat ient wi th this condit ion of hyalin 
bodies in the disc, the in te res t ing fea
ture be ing the associated night blind
ness. Somet imes these bodies were 
seen with p igmen ta ry degenerat ion of 
the ret ina, bu t in this case there was 
none of the lat ter . Possibly there 
migh t be ret inal degenera t ion wi thou t 
p igment , bu t in all cases of such de
genera t ion there was a r ing scotoma, 
and this case had not one. T h e fundus 
was of the albinotic type, and his 
brother , who was under the care of 
Mr. Treacher Collins a t Moorfields, 
had a similar kind of fundus. T h e ex
hibitor had never y e t found the s y m p 
toms of n ight bl indness in an albino. 
T h e pat ient was also a myope, and 
t rue n ight bl indness w a s somet imes 
found in myopes . T h e n ight blindness 
in this case he regarded as a coin
cidence. 

Macular Mass for Diagnosis. 
M R . C. LONGWORTII BLAIR showed a 

man wi th a mass a t the macula, of un
certain na tu re and origin. Fo r 2 1/2 
years there had been difficulty in see
ing with tha t eye. 

Discussion.—MR. RAYNER BATTEN 
mentioned a case of his own in which 
there was a mass in the middle of the 
macular region, and it definitely fol
lowed scar let fever and ear t rouble . 
D u r i n g the year he had been watch ing 
the case, there was no increase in the 
size of the m a s s ; indeed the re t ina had 
lat ter ly been more hea l thy looking. 
He thought it was inflammatory, also 
Mr. Blair ' s case. 

M R . J . I I . F I S H E R though t there was 
little evidence of inflammation, bu t 
that there was a cystic element in the 
case. 

M R . M. S. M A Y O U spoke of a case 
wi th a similar appearance he had now 
under care, a child aged 12, who had 
a good deal of kerat i t i s punc ta ta , and 
there were enlarged tubercular g lands 
in the neck, p roving the case to be in
flammatory, and as such he regarded 
Mr. Blair 's case. 

Cyst of Iris. 
M R . R. R. CRUISE showed a case of 

this na ture , as to which there was no 
his tory ascer ta inable as to inflamma
tion or injury. H i s inclination was to 
regard it as a re tent ion cyst associated 
with c rypts t owards the base of the 
iris, the crypt mou ths having become 
occluded by the cont inued secret ion 
which was not being evacuated. T h e r e 
was an opacity of Descemet's mem
brane, giving to the l imbus a greyish 
haze. T h e s t roma of the iris seemed 
to be excavated, and the base of the 
cyst seemed to be formed by the pos
terior layer of the iris. T h e tension of 
the eye was normal, and there were no 
signs of synechiae. I t was a flattened 
pupil. I t was necessary to th ink of 
possible increase of tension caused by 
the fluid, and lie invited advice as t o 
operat ion. T h e r e were no fundus 
changes to be made out. 

Discussion.—MR. W. H . M C M U L L E N 
reminded members of a case of cyst of 
the iris which he showed 18 months 
ago, with very clear contents . T h e r e 
was no his tory of injury in tha t case 
either. T h e condit ion appeared to 
have dated back t o infancy, when the 
child had a cyst removed a t a hospital , 
and it subsequent ly recurred. A t the 


